levels in the mother's milk and the complete resolution of symptoms and biochemical abnormalities once the infant's feeds were changed to a formula preparation confirmed the diagnosis.
The characteristic clinical features, the laboratory findings, and the probable pathophysiology of the condition have been well described by Grossman et al.l In their series all infants manifested anorexia, failure to thrive, microhaematuria, and low urinary chloride concentrations and most had metabolic alkalosis and hypokalaemia. The infant reported here presented with vomiting and dehydration on two occasions, and anorexia on another. He had not thrived well and had the typical serum and urinary biochemical findings but did not have microhaematuria.
There are few data regarding the daily chloride requirements in infancy. The recommended minimum chloride concentration for infant formulae (11 mmol/l) is based on the average levels found in human milk. It is common practice to take blood samples for laboratory examination in the newborn infant by heel prick. Small volumes of blood can often be analysed by micro methods, making venepuncture, which may be difficult and requires skill, unnecessary.
The usual technique is to prick the infant's heel manually with a sterile metal stylet and then to squeeze gently until enough blood has been obtained. It is painful for the baby, and more than one prick may be needed to obtain enough blood, particularly if performed by an inexperienced operator. Many mothers also find the procedure distressing.
A mechanical device for capillary sampling, the (Figure) . The following were measured: (a) the time taken to obtain the full blood sample, (b) the time taken for the baby's palmar water loss to return to resting levels, and (c) the maximum rate of palmar water loss.
Results were analysed using Student's t test. Studies were performed on 36 healthy term infants 
Results
Results are shown in the Table. In the Autolet group 3 infants did not wake at all during the procedure and a further 2, although awake, remained quiet with no increase in palmar water loss. There were no such infants in the heel prick group; in all infants palmar water loss showed a greater than 100% increase. Three infants in the manual group and 2 in the Autolet group required a second prick to obtain enough blood to fill in all 4 circles on the card.
Discussion
This study has shown that the Autolet is superior to the manual heel prick. Successful sampling was just as likely with the Autolet even though it was being used for the first time by many of the midwives. It was found to be popular, especially with the less experienced midwives who did not enjoy pricking heels.
The infants, too, preferred the Autolet method as judged by emotional sweating from the palm of the hand. Subjective assessment suggested that the infant cried less during the procedure and settled sooner. years developed insidious subglottic stenosis of unknown cause over 3-12 months. In all, the initial diagnosis was asthma which resulted in inappropriate treatment. Endoscopically there was circumferential subglottic narrowing, and biopsy in 3 showed non-specific inflammatory changes. Corticosteroid therapy led to rapid and complete resolution.
Most cases of subglottic stenosis are the result of congenital malformations or of trauma from either an endotracheal tube or direct injury to the larynx.'
Insidious onset subglottic stenosis due to perichondritis,2 sarcoidosis,3 and Wegener's granulomatosis4 has been reported in adults but these do not seem to have been recognised in children. There is one brief report of insidious onset subglottic narrowing of obscure origin in 2 children.5 During the last 10 years, we have been concerned in the management of 4 children with progressive subglottic stenosis that did not seem due to any recognised disorder. In particular, the age at presentation and endoscopic and histological appearance were inconsistent with subglottic haemangioma which has been claimed to respond to corticosteroids6 but which usually presents with progressive
